universal acceptance for a number of reasons [2, 3] 1. Questions on feasibility: Laparoscopic large bowel [4] [5] [6] [7] [8] 3. Presence of an anastomosis or stoma prevents rapid discharge from hospital. 4. The efficacy of large bowel laparoscopic surgery for cancer with respect to factors like tumor clearance and the fear that laparoscopic surgery enhances tumor dissemination. 5. Safety -this implies that laparoscopic surgery carries with it not only some of the general complications encountered with surgery on the bowel, but also a set of unique complications that can occur more or sometimes exclusively only in [14]
hemicolectomy.
[11] The development of a circular A recent meta-analysis [15] showed that the number of undergoing laparoscopic low colorectal and coloanal surgeries.
[16]
Contraindications to laparoscopic colorectal surgery [ Table 1 ]
[12]
RESULTS

Extent of oncological resection in laparoscopy versus open surgery
The most important aspect if the feasibility of laparoscopy has to be assessed in case of colorectal malignancies is to unconditionally prove that the oncological resection, i.e., the margins of resection proximal, distal and circumferential and the number of nodes harvested are comparable, if not better than in open surgery.
Numerous studies [2, 3, 13] in the 1990s had shown that
Safety and complications
The introduction of laparoscopy into the armamentarium of surgery for colorectal cancer has brought, along with the novel idea of minimal access, a novel set of complications associated with the creation of pneumoperitoneum, port placement and diathermy use that require a considerable amount of skill as well as specialized training if they have to be prevented. Table 2 lists a few of the specific complications associated with laparoscopic colorectal surgery.
[17] Six randomized controlled trials [18] [19] [20] [21] [22] [23] comparing complication rates did not find any significant difference between laparoscopic and open surgery. In fact, a few did show a lower morbidity in favor of the laparoscopy group. Lacy et al [18] concluded Shukla in the laparoscopic arm, the peri-operative blood loss benefits for laparoscopic colorectal resections which as well as morbidity were significantly lower in the analyzed 22 trials and 2965 participants, concluded laparoscopic arm. Conversion rates vary from 1% [24] that whilst the results available favored laparoscopic The conclusion is clear -laparoscopic colorectal resection, only seven of the trials had surgery, if performed by a trained, skillful surgeon, more than 100 patients. The reviewers believed that will produce results comparable to open surgery. Poor the final verdict could only be given after the technique is responsible for the complications multicenter trials viz, COLOR, MRC CLASICC and encountered and does not reflect an inherent errant LAPKON II (Germany). The results of the COLOR potential in laparoscopic surgery. Conversion is not study [23] have been summarized in Table 3 , while a complication and must be resorted to whenever the MRC CLASICC [25] has concluded that laparoscopic assisted surgery for colon cancer is as effective as open surgery and is likely to produce similar longShort-term outcomes term outcomes. However, impaired short-term shows a comparison between various outcomes after laparoscopic-assisted anterior randomized trials comparing short-term outcomes viz, resection (including CRM positivity) for cancer of the blood loss, analgesic requirement and operative time.
rectum do not justify its routine use.
in their randomized study on shortLong-term outcomes
Bladder injury Ureteral injury Missed lesions patients having
Bowel injury on the short-term to 29%.
[25]
required.
[17] Table 3 [29]
Braga et al, term outcomes in laparoscopic and open surgery, Laparoscopic colorectal surgeries have constantly while analyzing parameters such as wound infection been under scrutiny with respect to the long-term rates, anastomotic leak rates, operative time, blood outcomes -survival data and recurrence rates. The Shukla PJ, et al.: Laparoscopic surger y for colorectal cancers data available [32] [33] [34] [35] has shown long-term survival comparable to conventional open surgery. Local recurrence rates vary from 0-6.6%. [18, 36, 37] Capusotti et al, [33] have even found a better outcome for node positive patients treated by laparoscopy. Jacob et al, [34] have in fact shown better results in the patients undergoing laparoscopic resections. A recent systematic review [38] has shown no difference between Many studies [17, [44] [45] [46] found a lesser prevalence of port site recurrence than previously shown and realized that the incidence corresponds with wound recurrence seen in open surgery. According to Melotti et al, [14] the incidence of port site metastases varies from 0, in the recent studies, to 21.4% in other limited series. [7] Data in support of laparoscopic surgery have steadily increased blaming the initial reports of poor laparoscopy and open surgery with regard to the longoutcome on poor surgical technique. Some policies term outcome. Other, less powered studies, [39, 40] have advised are to avoid contact between laparoscopic shown a better outcome for the laparoscopy arm instruments and the tumor by bagging and the use patients. However, multicenter randomized trials are of "no -touch" isolation technique suggested by RB needed to confirm or refute these results.
Turnbull Jr, [14] meticulous lavage of all wounds with a cytocidal agent, [2] widening the port of extraction Port site recurrence of the specimen and use of wound protectors.
[17]
After the first reported port site metastasis in 1978, [41] numerous studies have been carried out to determine Quality of life issues whether laparoscopy is actually associated with an While the operative time for laparoscopic surgery is increased incidence of port site recurrences / obviously more than that for open surgery, there are metastasis. Initial reports showed a high incidence several beneficial outcomes resulting directly from of port site recurrence. [5] [6] [7] [8] [9] The possible mechanisms the use of laparoscopy as compared with open which lead to port site metastasis have been surgery. As there is no large abdominal incision, the summarized in Table 4 . [42] In the review published in corresponding postoperative pain and the ensuing 1998, Neuhaus et al [42] had strongly suggested an need for analgesia is reduced. [20, 23, 27, 47, 48] As the wound increased incidence of port site metastases due to is smaller, the likelihood of wound infection is laparoscopic surgery, warning that in view of the less. [29, 49] This attains significance when the patient findings, laparcoscopic surgery for colorectal is a candidate for adjuvant chemotherapy at which malignancies should occur only within the context time, a wound infection can delay institution of the of clinical trials. In a prospective randomized chemotherapy. The COST study has shown better controlled trial, Lacy et al, [43] found no port site short-term quality of life. The recurrence and survival recurrences in the 91 patients studied by them, rates were equivalent for both groups and for all neither in the laparoscopic nor open surgical arms. tumor stages.
[27] The median hospital stay and the Seeding by hematogenous spread during surgery need for parenteral antibiotics were also shown to be lower in the laparoscopy group. The validity of this shortened hospital stay, though, has been questioned in the light of the stay also being affected by the presence of an anastomosis and the age of the patient.
The incidence of small bowel related problems postoperatively including adhesive obstruction and the incidence of postoperative ventral hernias have also been seen to be on the lower side in the laparoscopically resected group of patients.
[50]
The incidence of injuries to the pelvic autonomic nerves during dissection in rectal cancers has been increased rate has been noted in some studies. [51] [52] [53] 9. Ramos JM, Gupta S, Anthone GJ, Ortega AE, Simons AJ, Beart RW This has been attributed possibly to the higher wedge resection and laparoscopic colostomies with ) .
